important because of its prognostic significance (Murdoch et al., I972) . The most commonly recognized cardiovascular defects are aortic dilatation and its complications, aortic regurgitation and dissecting aneurysm.
Deformity of the mitral valve in a patient with Marfan syndrome was first described by Salle (I912) . Subsequently, others (Traisman and Johnson, 1954; McKusick, I966) emphasized that mitral valve abnormalities may occur in patients with this syndrome. Few cases of bacterial endocarditis in Marfan syndrome have been reported, despite the known susceptibility of diseased valves to such infection (Hiejima et al., I968) . Furthermore, it is curious that when bacterial endocarditis occurs it almost always involves the relatively uncommon mitral abnormalities rather than the more common lesions of the aortic valve (Di Matteo et al., I97I; McKusick, 1972) .
In this report we describe our experience with a patient who had typical Marfan syndrome and died of acute staphylococcal endocarditis involving both the aortic and mitral valves.
Case report A 14-year-old white boy was admitted to the Jersey City Medical Center on 8 August I971 in a semiconscious state. The day before admission he had fever, severe headache, two episodes of projectile vomiting, and gradually became drowsy. There was no history of convulsions, head injury, ear discharge, recent dental treatment, or narcotics use. A month before admission, the patient had an upper respiratory infection, for which he received symptomatic treatment.
Six years previously he was treated in another hospital for pneumonia, and was told that he had a heart murmur, but no diagnostic procedures were performed. There were no other major illnesses or operations.
Family history
The patient's mother was alive and well. His father had Marfan syndrome, and died suddenly at home in 197I, after having severe chest pain for several hours. No necropsy was performed. The patient had 3 brothers and 2 sisters. All but one (a sister) were said to have Marfan syndrome.
Physical examination
On admission the patient was stuporous, restless, and dehydrated. His temperature was 40os°C, pulse 148 a minute and regular respirations 40 a minute, and blood pressure I30/60 mmHg. His height was I84 cm and his span was 207 cm. Extreme arachnodactyly was present. There were no skull deformities. He had a high arched palate. A pectus carinatum deformity was present on an elongated chest. The pupils were normal, reacted well to light, and showed no quivering of the irises. Slit-lamp examination was not done. The fundi were normal. There was slight neck stiffness. The deep tendon reflexes were depressed throughout, and the Babinski sign was elicited on the left. There were no other abnormal reflexes, sensory deficits, or motor weaknesses. Examination of the heart showed sinus tachycardia. 
